Pain has an undeniable physical and anatomical component (Loeser & Melzack, 1999) , as well as a cultural and social component, which lead it to be interpreted from different perspectives (Kirmayer, 2008 ). Yet the social component of pain has not always been taken into account and was, for a long time, treated merely as a sign that something physical or organic was not functioning properly.
Today, however, the multidimensionality of pain has been widely accepted. The International Association for the Study of Pain (IASP) defines pain as an unpleasant sensory (objective) and emotional (subjective) experience associated with actual (injury) or potential (pathology) tissue damage, or described in terms of such damage (as if it already existed and were the cause) (IASP, 1979; Guevara-López, 2004 ).
Nowadays it is much more difficult to define pain as it is viewed as a somatic sensation (Franco, 1999 ) that can only be determined through the personal interpretation of the patient who "lives" the painful experience (Leriche, 1937) , that is, according to the subjective perception of the individual (Suvin et al., 2005) . Moreover, data from studies that have attempted to "objectively" measure pain have been largely unsatisfactory. From a sociological perspective, pain is conditioned not only by the particular elements characterising the sufferer, that is, the subjective view of pain or what has been called "private pain" (Mosoco, 2002) , but also by social elements or "public pain" that affect the sufferer such as education, culture, society, politics, and others.
The fact that people with less educational level have been found to suffer more pain than those with a higher level cannot be explained by biological factors, but rather as a set of social effects that have had an influence on the occurrence of the event. To reduce these inequalities it is therefore necessary to determine which elements are most relevant in explaining social inequalities in health.
However, pain as a process for which individuals seek meaning cannot be removed from the actual cause of the pain. Chronic pain due to an incapacitating disease is not perceived in the same manner as an occasional sharp pain that is not severely inhabilitating and can be overcome with a more or less rapid cure (Biedma-Velázquez et al., 2010) . This second context refers to pain during childbirth and occasional, transitory pain, which is the result of a biological event that does not constitute an illness, usually has a positive outcome (a birth), and for which there is no fear of future renewal or intensification (Bayes, 1998) ; all of which affect the perception of pain. However, pain during labour is very intense (Fernandez & Villalonga, 2000) and greater than that experienced by other animal species. To this we must add elements such as fear, anxiety and stress that can increase pain and make labour difficult (Calderon et al, 2006) . Such factors have prompted the search for methods to alleviate the suffering of mothers during childbirth. Indeed, in this quest to eliminate pain, physicians in particular and the medical discipline in general are currently responsible for putting an end to and managing pain in today's society.
History of pain and its social interpretation
Although pain and disease have accompanied humans throughout history, they have not always been interpreted in the same manner. In this chapter we will obviously not attempt to provide a comprehensive overview on the history of pain as excellent reviews on pain already exist. However, we would like to highlight different conceptions of pain with a view to understanding how the culture and society to which an individual belongs condition the way pain is experienced. To do so, we rely chiefly on the work of Bonica, 1990; Morris, 1991; Perez-Cajaraville et al., 2005; Perez et al., 2005; and Krivoy et al., 2010. Primitive peoples believed that pain was caused by demons or spirits entering bodily orifices. Given that these primitive societies did not make a distinction between the spirit and the body, tribal shamans and sorcerers played a dual role as both priests of the spirit and healers of the body. Moreover, in these cultures pain was considered a rite of passage; something that was not only inevitable but desirable and sought after as a passage to adulthood, social prestige or a new status.
This concept of pain persisted among primitive tribes for a long time, especially in ancient Native American cultures, or other primitive tribes throughout several periods in history. The notion that pain entered bodily orifices was common in ancient Egypt, albeit the Egyptians made considerable advances in this regard such as the development of a body of medical professionals grouped into specialised schools overseen by priests.
The notion that pain comes from an outside source and is something external to man as a means to pass a test or as punishment has persisted throughout much of humanity to a greater or lesser degree. In Judeo-Christian culture, pain was considered the manifestation of divine punishment for man's sin. The Old Testament contains numerous references to pain as being synonymous with sin, as punishment for humanity's ills or as evidence of man's loyalty to God (Jaron, 1991) . Part of this concept of pain was reflected in the New Testament and medieval Europe, permeating traditions, customs and conceptions of health and illness that have survived until today.
Buddhism views pain as a form of punishment for a sin committed in this or a previous life, although it introduces an innovative element of great importance: the psychological component of pain.
The Greeks, particularly Hippocrates and later his disciples, did not reject the role of the gods in pain, but also began to seek a more pragmatic meaning for pain by considering it a sign that something in the body was not functioning properly, thus providing a biological explanation for the process of pain. This view of pain as a "symptom" has endured and constituted an important turning point in the evolution of medicine.
From this moment onwards, explanations for pain sought its origin in different parts of the human organism. Aristotle taught that pain originated in the heart alongside feelings, and considered pain a "disease of the soul". Later, Galen and others, believed that pain www.intechopen.com Epidural Analgesia in Labour from a Sociological Perspective -A Case Analysis of Andalusia, Spain 77 originated in the brain, dissociating it from the supernatural, and opening the door to the role of the nervous system and neurons in pain. Nevertheless, whether in the heart or the brain, pain remains a symptom that something is wrong.
During the Middle Ages, pain was again interpreted in Europe according to the philosophical teachings of Aristotle and strongly influenced by religious thought, mainly Christian doctrine. These doctrines legitimised suffering and pain as a way of approaching God; a way to atone for past, present or future sins; and an element of purification and redemption. According to this notion, which went so far as to promote martyrdom, combating pain was considered a negative and "unnatural" behaviour. In particular, pain during childbirth was considered the "price" that women had to pay for being the cause of man's exile from paradise, and according to the Old Testament, as a "gift" that women must learn to appreciate.
It was not until the Renaissance that the classic texts reopened the debate on the origin, treatment and interpretation of pain due to a renewed interest in the scientific knowledge of medicine. At the time, science and religion lived side-by-side in a tense equilibrium in which religion served to explain the source of pain, while science dictated how to combat it. Once again, pain was regarded as a symptom that something was not quite right.
The eighteenth century was a time of great scientific and theoretical advances in the fields of anatomy, physics and chemistry. Medicine was gradually moving away from religion; a retreat that was more marked in subsequent centuries until the two ultimately separated in the twentieth century.
The twentieth century brought other substantial and important changes. One was the more or less formal inclusion of psychological elements in the definition of pain. After treating a large number of wounded soldiers during World War II, Dr. Beecher observed the effect of "placebo" drugs on pain, finding that the mind played a key role in the perception of pain. Indeed, pain could no longer be explained merely as a symptom, but as a reflection of something else; a suffering that is not always related to a biological problem. Leriche (1937) , a pioneer in the treatment of surgical pain, is another important reference in twentieth century medicine. Had pain not been controlled in surgery, many of the common and everyday operations performed today would not have been possible. Thanks to Leriche's contributions, medicine has made significant advances regarding pain relief.
Dr. Bonica (1953) established the world's first multidisciplinary pain clinic. His concern, vision and understanding of pain laid the grounds for a model to manage pain that continues to be emulated to this day and opened the door to the first professionals specialised in pain management.
The late twentieth and early twenty-first century could be defined as the culture of disease prevention and medicalisation. Enormous advances have been made in biomedical research in the West and medical interventions are now performed that were unthinkable just a century ago. The use of anesthesia and analgesics have now become common place under the philosophy that pain is in many ways useless, sterile and demeaning (Le Breton, 1999) . As a consequence, the social threshold regarding the tolerance of pain has decreased.
Today, pain is no longer viewed merely as a sign or symptom that something is wrong, but has begun to be perceived as a disease in itself. The idea that pain functions as an alarm is beginning to lose force, while patients increasingly request to live with as little pain as possible. Traditional medicine has given way to a new "patient-centred" medicine (Baszanger, 1992) in which patients have the say and physicians must try to address their needs. As occurred in the past with priests, the hegemony that physicians enjoyed as experts has now been lost to some extent.
Treatment of pain
It should come as no surprise that the treatment of pain has been conditioned by the very concept and meaning attributed to pain. Thus, for example, if one considers that pain is not only natural but even "good", either because it brings us closer to God, or because it is a symptom, a clue that "something is wrong" and helps us diagnose the real disease, eliminating pain will not only not be a priority, but could be considered an error.
How pain is treated is also influenced by the role of the patient, and how the patient manifests his or her pain. Depending on whether or not a patient feels they have the right to express their pain or on how the disease is perceived by society, it will be more or less socially acceptable to attempt to alleviate pain caused by disease. Drugs and treatments for pain are also subject to social evaluation. If one believes that a certain drug or treatment is useful in alleviating pain, the treatment is more likely to be effective than when the treatment is discredited or its effectiveness is questioned by society. For these reasons pain relief treatments are also the object of social research since they are, at one and the same time, a reflection and a cause of the society in which they arise or are developed.
While pain is as old as mankind, so are the attempts to alleviate it. From the shamans of ancient primitive communities to today's pain clinics, the search for ways to free human beings from the suffering caused by acute or chronic pain have continued to evolve. Pain during labour and delivery is no exception, and has been the objective of various techniques and methods to minimise or eliminate pain during childbirth.
We have knowledge of the use of medicinal plants by primitive peoples as early as 4000 BC. These societies believed that pain and sickness were gods' way of punishing man. Because diseases and illnesses were thought to enter through the body's orifices, treatments for pain responded to this conception. For this reason, tribal priests, shamans and sorcerers were responsible for relieving pain, curing members of the tribe and acting as mediators with the spiritual world. They also performed complex practices such as trepanation as a way of freeing spirits and ridding the ill and ailing of pain.
There are many references to the different medicinal uses of many plants throughout the history of mankind. We know that hashish was employed as anesthesia in ancient China and that opium was used in Greece as a means "to forget one's sorrows" (Morris, 1991) . The use of white willow bark (a predecessor of acetylsalicylic acid) has also been documented to relieve labour pain.
When pain is related to coming closer to God, as was common in the Middle Ages, the ailing resort to God, saints virgins, penance and atonement for sins rather than medicine to alleviate pain. The church rejected the use of analgesics and other drugs as many medical practices were believed to be the work of Satan and "evil". Nonetheless, drugs and anesthetics were used, but mainly under the tutelage of the church, which had its own body www.intechopen.com Epidural Analgesia in Labour from a Sociological Perspective -A Case Analysis of Andalusia, Spain 79 of physician-priests who decided which medical practices were allowed in accordance with Christian faith and which were not.
The Renaissance was a time of greater tolerance and permitted the use of medications forgotten during the Middle Ages. In the eighteenth century, the advent of modern anesthesia and pharmacology marked a turning point in the treatment of pain.
The nineteenth century saw the birth of ether and morphine, great allies in the fight against pain. In fact, James and Simpson (1847) introduced the use of ether as an anaesthetic during labour (Pérez-Cajaraville et al., 2005) despite the conservative currents of thought of the time which believed that women should suffer during childbirth, as God wills. The divide between medicine and religion gradually widened until the twentieth century when a clear distinction was made between both.
As described above, today the focus has turned to preventing pain. Enormous advances have been made in the treatment and relief of pain, the development of anaesthetic methods and the establishment of pain clinics.
Until recently, midwives played a predominant role in the childbirth process, while gynecologists and obstetricians remained in the background (Campuzano, 2007) in the event of complications. Childbirth was considered a "natural" event that did not require medical supervision; and just as natural as the fact of being born, was the fact that women were expected to suffer pain during the process.
As epidural analgesia came to be used more widely in childbirths in Spain in the 1990s (Torres, 1999) , the role of physicians and anaesthesiologists underwent enormous changes. They once again came to play an important role in the process, with both organisations and personnel having to adapt to these new changes.
Supply of obstetric epidural analgesia
Today, epidural analgesia is the most widely used method of pain relief in childbirth. This does not mean that the method is free of complications or contraindications, but these are considered to be of minor importance and a generally infrequent event. In general, the gains outweigh the losses and epidurals are now regarded as a safe method for both mothers and babies (Torres A, 1999; De la Torre & Pérez-Iraola, 2002 , Fernández-Guisaola et al., 2004 provided there are no specific medical indications that advise against or prevent using this anesthesia and informed consent has been obtained from the expectant mother. However, each case must be analysed individually by trained and qualified professionals.
The implementation of obstetric epidural analgesia in Spanish hospitals
As mentioned above, drugs to relieve pain in childbirth have a long history of use. The first lumbar epidural analgesia technique was described in 1921 (Pagés, F, 1921) , but the technique would not begin to be employed until the late sixties (Fernández-Guisasola, 2003) . Spain, however, would have to wait until the 1980s before epidural analgesia came to be used, mainly in private hospitals. By the 1990s there was a spectacular increase in the demand for epidural analgesia, which was introduced into many public hospitals (Fernández-Guisasola, 2003) .
The provision of epidural analgesia in Spain was largely the result of a report of great impact known as the Plan Integral de la Atención a la Mujer (Comprehensive Plan for the Care of Women, 1998) . Following the publication of the report, epidural analgesia was offered to all pregnant women in Spanish hospitals in 2000.
Today, women in Spain are ensured a series of rights during labour and delivery by law (Law 41/2002). Specifically, they are entitled to be informed about all aspects of the clinical care they receive during childbirth; and the information they are given must be easy to understand, appropriate to their needs, and aid them in making decisions freely. Once informed, women have the right to decide about their own health and body and to refuse any treatment or clinical intervention that is proposed to them. They have the right to choose freely from among the available clinical options including the birthing position, continuous or intermittent monitoring, the possibility of walking or remain lying down during labour, whether they want to receive epidural analgesia or not, or receive constant emotional support during delivery. The ability to choose is only limited by the availability of options, that is, the services provided at each hospital.
In this regard, the law has elevated epidural analgesia during childbirth to the category of a right. As in other neighbouring countries, before a woman gives birth in a hospital in Andalusia in particular, and in Spain in general, they must be provided the so-called "Plan de Parto" or Birth Plan, which in addition to informing them about the birthing process, also provides information on epidural analgesia and asks women to decide whether or not to use it.
But introducing epidural analgesia in Spanish hospitals has not been an easy task. Not only have hospitals not developed the necessary infrastructure at the same pace, but it has also been necessary to train professionals in the protocol of this technique (Campuzano, 2007) .
However, according to the General Law of Health (Law 14/1986), "public health care will be extended to the entire Spanish population" and "access and health care will be provided in conditions of effective equality" to prevent discrimination for territorial, social, or other reasons. To achieve this aim, a common portfolio of specialised care services was developed for the entire country (Royal Decree 1030 /2006 . This portfolio includes the use of epidural analgesia according to health service protocols for so-called "normal" pregnancies.
To promote the widespread use of epidural analgesia in Spain, the health agencies of the autonomous communities regulated the use of this method in the 1990s. In this regard, Andalusia has been a pioneering region (Decree 101/1995). However, in spite of these legislative regulations, the use of epidurals was not implemented in an equal manner or at the same rate in all the hospitals of Andalusia, prompting complaints from users. Indeed, citizens claimed their right to health protection, which not only encompasses health care in the event of a disease or illness, but also care to alleviate pain as in the case of labour and delivery; a view that is in line with the broad concept of health defined by the WHO (WHO, 1988) .
The case of Andalusia
Today, all women in Andalusia have the right to request epidural analgesia during labour in the public hospitals of the region, irrespective of their size, type, or location.
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The fact that epidural analgesia is now a reality is reflected in both the services portfolio of Andalusian hospitals and data gathered through annual surveys of user satisfaction with hospital care in Andalusia conducted by the Institute for Advanced Social Studies/Spanish National Research Council (IESA-CSIC).
As regards the services portfolio 2 , Table 1 shows an increase in the total percentage of assisted births with epidural analgesia. The first year for which data are available is 2003, when epidural analgesia was used in one of every four deliveries at a public hospital in Andalusia. In 2009, this proportion rose to more than 1 in 2 deliveries.
Year
Mean in Andalusia According to the responses given by the women themselves, the percentage of all births with epidural analgesia increased from 26% in 2000 to 64% in 2010. One reason for this widespread use is no doubt due to the fact that epidural analgesia is offered universally at all Andalusian hospitals. Women who underwent assisted deliveries in 2000 (14%) indicated that epidural analgesia was not available in the hospital where they gave birth; a percentage that decreased by around 6% mainly after 2004, and has maintained a downward trend to the present. In 2010, only 1.4% of women indicated that they were not allowed to use epidural analgesia because it was not available at the hospital where they gave birth (see Table 2 ).
In the first years that the study was conducted, important differences were found regarding the type of hospital. In general terms type A hospitals (regional hospitals) showed lower percentages of users who were not allowed to use epidural analgesia in the early years, while this occurred in type B hospitals (specialty) at first, and in type C and D hospitals (county I and county II hospitals) in following years. 
Demand for epidural analgesia
But the use of epidural analgesia not only depends on the supply, that is, the fact that it is available and offered at hospitals. It also depends on women's own choice, who once informed can freely decide whether or not to make use of this pain relief method.
Characteristics of demand for obstetric epidural analgesia
Let us now analyse the characteristics of women requesting epidural analgesia during labour in Andalusian hospitals. If using or not using this type of anesthesia during labour is distributed randomly, we could only examine whether use has increased or decreased. However, as shown in an earlier study by our research group (Biedma -Velázquez et al., 2010) , women who reject the use of epidurals have clearly defined characteristics, as we will discuss in the following pages.
The IESA-CSIC, in collaboration with the Andalusian Health Service (SAS), systematically conducts a survey of users of Andalusian hospitals to analyse their satisfaction with the services delivered. These surveys include a section dedicated to delivery care practices in which respondents are asked if they were administered an epidural. If they answer no, they must indicate the reason (e.g. did not consider it opportune, could not do so due to the characteristics of the birth that impeded using the epidural such as a cesarean section, the birth occurred very quickly and there was not enough time to administer it, complications, the service was not provided in the hospital, and others).
The percentage of women who choose epidural analgesia during labour is on the rise in Andalusia. This is due firstly to the increasing provision of this method at hospitals belonging to the Andalusian Public Health System (SSPA), and secondly to the increasing number of women who decide to use this method (see Table 3 ). Similarly, the percentage of women who state that they were unaware that they could request epidural analgesia during childbirth has also decreased. However, although the number of women who decide not to use this type of anesthesia in a voluntary and conscious manner has decreased, they still account for a relatively significant portion of all women who give birth, particularly in a social context in which suffering pain is viewed as being pointless. Our objective is therefore to analyse whether these women have certain characteristics or whether the rejection of epidurals by mothers giving birth in public hospitals of Andalusia is randomly distributed.
To facilitate the analysis, and because certain answers do not depend on the express wishes of the expectant mother but on external circumstances (i.e. unavailability of epidural analgesia in the hospital or complications at birth), we consider only two possible answers: "Yes" and "No, because I did not consider it opportune" (see Figure 1) . Not being aware of epidural analgesia was not taken into account either as only 0.3% of respondents gave this answer in 2010.
As shown in Figure 1 , in 2000 a larger number of women rejected epidural analgesia than those who used it during childbirth, with a 17.8 point difference between rejection and use. The year 2002 marked a turning point in the use of epidurals as these two values showed similar percentages (53.4 and 46.6), with only a 6.7 point difference in favour of not using this pain relief method. This is the smallest difference observed across the time series between the two alternatives. From that year onwards, the difference continued to increase in a gradual but steady manner through 2010 when a difference of more than 67 points was observed between rejection and use (16.2 and 83.8). To analyse the characteristics of women who refuse epidural analgesia as opposed to those who choose to use it, we performed a cluster analysis in two phases using the SPSS 12.0 statistical package and subsequent versions. This method allows categorical and numeric variables to be entered jointly in order to group respondents according to common characteristics in different variables. After grouping the respondents, Pearson chi-square tests were performed to establish differences in the proportions between the clusters in the variables that formed them.
The results gave rise to three clusters. Specifically, women who gave birth in a hospital of Andalusia from 2000 to 2010 can be divided into 3 groups according to their sociodemographic characteristics (educational attainment, employment status and income) and use or not use of epidural analgesia. A total of 12,501 women were classified following this procedure. As shown in Figure 2 , the 3 groups are comprised of different numbers of women. We obtained three homogeneous groups taking into account the use of epidural analgesia during childbirth and the main sociodemographic characteristics of each such as educational attainment, income level and employment status.
Briefly, cluster 1 consists of women who behave close to the average values regarding their choice of epidural analgesia. These are women of all educational levels, employment status and income. As shown in Figure 3 , cluster 1 contains women with differing levels of education, including a few with informal education. Regarding employment status, this group has the lowest number of employed women, with the majority belonging to another employment status (unemployed, students, etc.) or those who define themselves as housewives. Finally, family income (total income contributed by different members of the family) generally shows a similar distribution to that of the overall population. Cluster 1 is the largest group and comprises 44% of the women studied.
Cluster 2 is positioned well below the average with regard to the use of epidural analgesia during labour. The women in this cluster are mostly housewives, although there are some who work or have a different employment status. None of the women have a higher than primary school education. This is undoubtedly its main characteristic. In terms of the economic status of the family, cluster 2 mainly includes women from low-income families.
Finally, cluster 3 shows a higher than average use of epidural analgesia. It is interesting to note that all the women in this group work outside the home, have a secondary or university education and a higher family income than the women in the other two groups.
As can be observed, there are fundamental differences between clusters 2 and 3 in terms of both the use of epidural analgesia and the sociodemographic characteristics that define them.
The following graphs (see Figure 3) show the composition of each cluster according to their sociodemographic characteristics. Fig. 3 . Composition of the clusters according to employment status, educational level, and family income Table 4 shows the differences between the three clusters regarding the use of epidural analgesia. Specifically, 39.1% of the women in cluster 2 indicated they did not use epidural analgesia during labour because they did not consider it opportune, while this percentage drops to 21.8% for cluster 3; a difference of more than 17 points. On the other hand, cluster 1 obtained a percentage that is close to the average for the rejection of epidural analgesia (32.1%). 
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In light of the data, it is interesting to note that the rate of voluntary refusal to have epidural analgesia during labour, and hence the acceptance of going through a painful experience when an alternative is available, differs among Andalusian women and is closely related to characteristics such as employment status, educational level and family income.
As shown in Table 3 , the percentage of use of epidural analgesia during labour has increased significantly in Andalusia in recent years. However, there remains a group of women who explicitly reject the use of this method of pain relief, although they are clearly declining.
In short, the characteristics of women who refuse epidural analgesia in Andalusia differ from the characteristics of those who decide to use it (Biedma-Velázquez et al., 2010) . This is highly relevant as it indicates that the social and cultural characteristics of women influence their decision to bear the pain of childbirth or not. The three groups have been defined according to income level, educational level and occupation and show different rates in terms of the use of epidural analgesia during childbirth in Andalusia. Family income was found to have a direct relationship to the use of epidurals; specifically women from higher income families are more likely to use this method of pain relief during childbirth. The same relationship was found for educational level, thus confirming that the lower the educational level, the higher the rejection of epidural analgesia and vice versa. Moreover, with regard to occupation, housewives are most likely to reject this pain relief method during childbirth, with clear differences observed between housewives and employed women and, to a lesser extent, between housewives and unemployed women or students.
When analysing educational level and occupation jointly (Figure 4) , we see that the use of epidural analgesia increases among women with a higher educational level (values from 1 "not use" to 2 "use"). However, when analysing women according to their educational level, the lowest epidural usage rates occur among housewives for all the groups. Thus, although women with a university education use anesthesia during childbirth (always at a higher rate than women with no schooling), women with a university degree who most reject this pain relief method are housewives. Hence, being a housewife influences rejection of epidural analgesia, regardless of the mother's educational level. The same is true when analysing family income and women's occupation. As can be seen in Figure 5 , women with higher incomes show higher epidural usage rates, but being a housewife (regardless of economic status) has a negative impact on the use of this anaesthetic method, with significantly lower levels of use in all response categories. In short, after performing a cluster analysis to determine the characteristics of women in the different groups that were formed according to sociodemographic variables and the variable "use or not use" anesthesia, we observe that the highest rejection rate occurs among women with low family incomes and a lower educational level; and as variables that impact on the rest, women who are housewives. As discussed in previous studies (Biedma-Velázquez et al., 2010) , these characteristics define what we call "women folk" (Martín Criado, 2007a , 2007b . These women could be defined as being opposed to the new "modern" or "postmodern" lifestyles observed among women in Western societies. These women folk, although not in an excluding manner, could be defined by three areas of exclusion: labour, educational and economic. Hence their social integration implicitly involves assuming the role of social reproduction; a "traditional" lifestyle or role (Moreno, 2005) based on a socially acceptable discourse that advocates sacrifice and seeking the good of others before their own.
The "new culture" of natural childbirth
Despite the widespread use of epidural analgesia during childbirth, in recent years voices have been raised against administering this method of pain relief as well as the use of oxytocin. Some health professionals disagree about the benefits of this practice, warning of the risks of epidurals to both the mother and the foetus.
In addition, there is now a trend that could be called "post-modern", which extols the virtues of alternative birthing methods with minimal medical and biochemical intervention. The characteristics of the mothers who have taken up this trend differ greatly from those of "traditional" mothers in that women who choose alternative methods usually belong to a high socio-educational class and reject the use of epidurals for very different reasons based on highly elaborated biomedical arguments.
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This movement emerged in England, the Netherlands and the Scandinavian countries driven by women's movements in the 1980s that put pressure on public institutions to allow women who felt that they had become a passive participant to take the reins of the birthing process.
The followers of this movement opt for home births attended by health professionals and with the necessary precautions in the event that they have to be transferred to a hospital. Some popular personalities who chose this method, such as Princess Marie Louise of Norway, were considered an example to follow. However, one should question if this system is actually viable if generalised, or whether these are practices that only a very small portion of the population with sufficient financial resources can afford and manage privately, at least in many countries. However, in countries like the Netherlands, where the cost of home births is covered by the public health system, over 30% of women give birth at home.
Furthermore, health professionals have yet to reach a consensus on the benefits of giving birth at home given that complications, which may initially appear to be minor, can lead to serious consequences if not handled quickly enough. Some maintain that it would be more feasible to try to recreate the home environment in the hospital.
Perhaps it would be wiser to advocate not using unnecessary medical interventions, rather than rejecting any type of medical intervention at all. In a like manner, the psychological and social as well as biological and physical aspects present during childbirth should be taken into account in order to attend to women in an integrated manner and ensure that labour and delivery are tailored to and meet the needs and preferences of women and their families. Indeed, this is the path that has already been taken by some health institutions (i.e. La Inmaculada Hospital in Almeria, Spain), which attempt to reduce the medicalisation of childbirth to a minimum, while monitoring the birth and permitting the mother and family to play a major role in the process.
Conclusion
As we have explained throughout this chapter, pain must be understood as a socially constructed concept involving psychological, educational, cultural, and sociological factors, which must be examined from the standpoint of subjective perceptions and context. Context influences the perception of pain, and how individuals address their suffering or the decision not to suffer. This issue was explored in section 4.1 of this chapter, where we discussed the socioeconomic factors that define Andalusian mothers who choose not to use epidural analgesia during childbirth.
Andalusian hospitals are making an effort to include epidural analgesia during labour in their clinical protocols by offering this method of pain relief where possible and when there is no risk to the baby or mother. In attempting to offer epidurals in a universal manner to all women who give birth, we must not overlook the fact that a portion of the demand side (in this case expectant mothers) hold a biased opinion about this method. This is a self-imposed bias, chosen in some way, but by no means lacking in social and political motives replete with elements of social inequality. Such biases respond to social and cultural stereotypes in which being a low-income woman with low educational level and a housewife are decisive factors in deciding to reject this healthcare service.
While other studies have reported similar differences with regard to the use of epidural analgesia discussed in this chapter (Fernández-Guisasola et al., 2004) , they place greater emphasis on obstetric and biological variables, ignoring social and cultural aspects of the phenomenon. Without denying the effect and influence of the biological, psychological and obstetric (which were not analysed here due to the nature of our research) characteristics of the women studied, our work advocates the need to analyse this phenomenon from a social perspective. In line with Martín Criado (2007a Criado ( , 2007b Criado ( , 2004 , we believe that women who reject the use of epidurals base their decision on values and beliefs supported in the traditional image of what it means to be a "good mother"; women who create their identity from the image that others have of them. It is an image that is characterised in part by women's complete devotion and capacity to sacrifice themselves for the good of others (in this case the baby before the mother) in the hope of earning social recognition in compensation for the sacrifices made (Tobias, 2002) , or as a rite of passage and selfaffirmation of a lived experience (Morris, 1991) . In this sense, suffering becomes an exchange value (Matta, 2010) in which the baby in particular and the family in general acquire a "social debt" with the mother for her pain, based on the moral value that suffering should be rewarded.
A well-informed woman is fully aware of her right to refuse epidural analgesia during childbirth and demand that her decision be respected. Nonetheless, such rejection becomes a concern when it is the consequence of the social and gender inequality suffered by women who are not integrated in the labour market, have a low family income in which they do not participate directly, and have no formal education. Le Breton foresaw this trend when observing that the middle and upper classes reject pain as an enemy, while the lower, disadvantaged classes have a more submissive and resigned attitude towards pain and suffering (Le Breton, 1999) . In a society like today's where, in general, avoidance of pain is highly valued over gratuitous or avoidable suffering, it is paradoxical and therefore worthy of explanation that a particular group of women choose to suffer when such suffering can be avoided (Illich, 1975; Levinas, 1993) . Indeed, this could be another indicator of firmly-rooted gender behaviours and values that are characteristic of unequal patriarchal societies (Biedma-Velázquez et al., 2010) .
In her anthropological studies, Margaret Mead (2001a Mead ( , 2001b discussed the effect of culture on pain during labour. She determined that if the expectant mother's culture views childbirth as a painful process, then most women in that society will have a painful childbirth. However, if giving birth is perceived of as a painless process, the experience is www.intechopen.com Epidural Analgesia in Labour from a Sociological Perspective -A Case Analysis of Andalusia, Spain 91 more likely to be painless (Macfarlane, 1977) . In this case, education and culture are the main variables that condition the pain of childbirth. While pain cannot be perceived of as solely a cultural phenomenon, neither can pregnancy and childbirth be considered merely a biological event as they involve social and emotional aspects that influence the experience and the entire process; a process in which the mother cannot be relegated to a simply passive role (Castro & Bronfman, 1993 ).
Pain does not involve only the patient, or the expectant mother in this case, but their families and relations (Barragan-Solis, 2006; Kleinman, 1994) , as well as the professionals that assist the patient and who give sense and meaning to the pain of others through compassion, acknowledgement and admiration; sentiments that the sufferer perceives and analyses as part of the meaning of such suffering, and which finally legitimises it or not, gives it meaning or not, and therefore makes it seem "useful" or not.
Today's hegemonic biomedical model offers multiple techniques, therapies and drugs to relieve pain, although not always with the desired results. However, relatively few works have examined the subjectivity let alone the "sociability" of pain. While it is accepted that pain may have a physical, emotional and psychological origin, regardless of its underlying causes, how pain is manifested will depend on the culture and society in which the individual has learned to perceive and interpret his or her pain. Despite this, little research has been conducted on the social context of those who suffer pain or the variables that may affect the interpretation, perception or even the intensity of pain. This lack of attention to the social responses of pain is undoubtedly due in part to the difficulties medical research encounters in analysing and empirically and "scientifically" testing such phenomena (Morris, 1991) . It is difficult to analyse the social factors that influence the perception of pain; perceptions that vary from one society to another and from one moment in time to another because society is constantly changing. However, without such analyses our knowledge of pain will be incomplete when interpreting its meaning.
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